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In March, 1916 , patient again entered the Army and in spite of recurring disabilities, pain in the chest, bronchitic attacks, shortness of breath, &c., remained at full duty for the greater part of the time until he was invalided as unfit for further service in October, 1917. Physical Signs.-A pale-faced man of delicate appearance whose muscular development and general physique are distinctly "under par." Heart enlarged; area of cardiac dullness extends from fourth rib above, down mid-sternum, and to region of apex beat to left, which is somewhat diffuse but maximum in degree in the fifth left interspace 41 in. from the mid-sternal line; rhythm of heart regular; sounds clear; second aortic sound accentuated; first sound at apex reduplicated and systolic murmur audible in this region; diastole pure at apex and base; vessels slightly thickened; blood-pressure readings,. systolic 144 mm., diastolic 100 mm.; no venous engorgement, jugular or visceral; spleen enlarged; no clubbing of fingers; no cyanosis; pulsation exaggerated in suprasternal notch, carotid and subclavian arteries, and definite discrepancy in pulses of upper and lower extremities, those of the latter (femoral, tibial, &c.) being diminished in size; several thick walled and tortuous vessels observed on inspection and palpation in scapular regions, presumably indicative of anastomotic circulation between arterial channels above and below seat of aortic occlusion.
The electrocardiogram shown presents several abnormalities:
(1) A bifid " P " wave in Lead ii.
(2) A " T " wave whose ascending limb is unusually steep in Lead ii.
(3) A slight increase in the length of the "P R " interval which varies from 0'18 to 0'2 sec.
(4) A bifid " R" wave in Lead iii, the height of the second limb of the wave being conspicuously greater than that of the first.
The X-ray examination confirms the cardiac enlargement; the aortic shadow is narrow, and extends to an abnormally high level.
Diagnosis.-A case of congenital aortic atresia (adult type) in which it may be inferred that the seat of the occlusion is situated below, but in the vicinity of, the entrance of the ductus arteriosus.
Case of Osteitis Fibrosa treated by Resection of 4 in. of
Humerus and Insertion of Boiled Beef-bone Graft.
A. C., GIRL, aged 10 years 9 months, was admitted to Paddington Green Children's Hospital on November 25, 1920, with a fracture of the upper part of the right humerus, due to a fall four days previously. X-rays showed a rarefied and expanded area in the upper third of the bone, about 32 in. long, with a pathological fracture.
In February, 1919, she had been admitted to another hospital for pain in the arm following a fall. An operation was performed, and an area of soft tissue was removed from the intprior of the bone by the curette; microscopic examination showed this to consist of fibrous tissue.
On November 29 a plaster case was made in two pieces, fixing the arm irn a position of abduction, flexion, and external rotation.
Operation on December 7: The bone was exposed by a 6 in. incision at the anterior margin of the deltoid; it was extensively destroyed and replaced by a mass of firm fibrous material, there being a thin shell of compact bone posteriorly, fractured in its lower part; the periosteum was absent in front for one-third of the circumference of the bone, and here the muscles formed a pseudo-capsule for the fibrous mass. After separation of periosteum, the bone was divided above and below the area of disease, 4 in. being removed; a beef-bone graft was then inserted, its lower peg extending into the medulla of the shaft of the humerus, its upper end being wedged into the cancellous bone above. This graft had been cut from the compact bone of the tibia of an ox, and was 5 in. long, k in. wide, 1 in. thick; it was shaped by an Albee's saw and by filing, and was drilled by multiple holes transversely, and also longitudinally at each extremity ; after maceration it was sterilized by intermittent boiling for about forty-eight hours. The mLtscles and periosteum were sutured round the graft with chromic catgut, the skin closed without drainage, and the plaster case reapplied.
The bone appeared to be firmly united within three weeks of the operation: at the end of this period the plaster was removed each day and careful active movements were allowed. The patient went home, in the plaster, on January 5, 1921; at this time X-rays showed considerable formation of new bone on the inner aspect of the graft, and some small areas of formation on its outer aspect. On January 10 all passive movements were normal, alnd all active movements were full, except active abduction, which was slightly diminished. On January 23, the plaster was finally discarded, and since that date no apparatus hav been used, the patient being encouraged' to employ her limb normally. Since February 4 the condition has been as it is to-day, with firm union, no wasting, full abduction (active and passive), and full range of rotation, with slight excess of external rotation, and a similar slight degree of diminution of internal rotation. The only after-treatment has been light massage twice a week for five weeks, commencing on January 23. X-ray photographs taken on January 27, February 24, and March 24, show gradual increase of new bone, of increasing density, surrounding the graft and filling the drill-holes.
The bone removed was examined by Dr. H. Perkins, pathologist to the hospital, and it showed the typical appearances of osteitis fibrosa. The continuity of the bone shaft is lost in an irregular mass of new tissue which fills the medullary canal, and is pink in colour and of great firmness; no cysts are present. Histologically, the mass consists chiefly of firm fibrous tissue in which there are very few blood-vessels. In some parts a more cellular growth is found, consisting chiefly of spindle-shaped cells; with these are many multinucleate giant cells. The transition from spindle-shaped cells to firm fibrous tissue can be observed in the section.
It is an accepted fact that for bridging wide gaps in adult bones it is necessary to make use of autogenous bone-grafts. In children, however, the conditions are different, especially when the gap is situated near the growing end of the diaphysis, and when proliferation of subperiosteal bone cells is already present as a result of inflammation or injury;* in such cases it is reasonable to expect that a dead graft will be as efficient as a living autogenous graft, for it will become rapidly united to the living bone, and be surrounded and permeated by new bone from the periosteum.
In the case which I have described the method seems to have yielded the following advantages:-Turner: Cystic Tumour of the Cheek (1) It was not necessary to interfere with another of the patient's bones in order to obtain a graft.
(2) The beef graft was much stronger than any autogenous graft that could have been used, and the function of the arm was fully restored in seven weeks; from that time the limb has been used normally.
(3) The avoidance of prolonged immobilization allowed the muscles and joints to recover their functions very rapidly, and after-treatment by massage, &c., was reduced to a minimum.
Case of Cystic Tumour of the Cheek.
By PHILIP TURNER, M.S. THE patient, a man, aged 45, a printer by trade, has a cystic swelling about the size of a walnut in the left cheek. When he was a boy and was living in India he had malaria and about seven years ago, after an injury, he had a perineal abscess and a urinary fistula; with these exceptions his health has been good. He has had the swelling for about five years. He states that he went to bed one night and on awaking the next morning he discovered the swelling was present; before this, as far as he knows, there was no swelling nor other abnormality in this situation. Since then the tumour has persisted, and does not alter in size. In 1916, while in the Army, it was thought that a carious tooth in the upper jaw might be the cause; this was extracted but the swelling has remained unaltered.
On examination the tumour appears to be a not particularly tense cyst; it is in the substance of the cheek, is not adherent to the skin or to the mucous membrane, and though it is in relation with the superior maxilla, the inferior maxilla, and the malar, it is not attached to these bones. An X-ray examination does not show anything abnormal. The tumour is situated in front of the parotid gland which is not enlarged and does not swell during meals; saliva is normally secreted; Stenson's duct is not obstructed, and the cyst cannot be emptied on pressure.
It has been suggested that the tumour may be a lipoma or a dermoid cyst but the sudden appearance, about which the patient is very certain, could scarcely be explained on either of these views. If the cheek be retracted from the alveolar process of the upper jaw a small patch of mucous membrane showing a number a dilated vessels will be seen pointing to the presence of anl old navus which has now atrophied. The cyst might, then, have developed in a navus and may, in the first instance, have been due to a hmorrhage which would explain its sudden appearance, and this is suggested as the most probable diagnosis. Fibrocystic Disease of the Skull. By GRANT MASSIE. L. S., FEMALE, aged 21. History.--First seen February 12, 1921. Complained of inability to see properly from her right eye, owing to increasing depression of right eyelid. Said she had had a swelling of that side of the head ever since she could remember, but that during the previous three weeks a smaller swelling had appeared, which she thought was softer than the rest. She also complained of headaches.
